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Objective:  To  deduce  recommendations  from  the  literature  on  the  management  of  kidney  dam-
age caused  by  tuberous  sclerosis  complex  (TSC).
Material  and  methods:  Five  practitioners  have  written  up  recommendations  after  reviewing  the
literature.  They  were  evaluated  by  14  experts  using  a  9  level  scale  (1:  complete  disagreement;
9: complete  agreement),  then  reworded  until  each  item  received  a  median  score  of  greater
than or  equal  to  8.
Results:  Forty-eight  to  80%  of  patients  with  TSC  have  kidney  disease  with  the  presence  of
angiomyolipomas  (AML),  cysts,  cancers  and/or  progression  towards  renal  insufﬁciency.  An
abdominal  ultrasound  (and  serum  creatinine  level  if  there  is  an  abnormality)  is  recommended  as
soon as  the  TSC  is  diagnosed.  The  evaluation  should  be  repeated  every  3  to  5  years  if  it  is  normal.
Numerous  and  voluminous  cysts  are  suggestive  of  associated  polycystosis.  After  20  years  of  age,
the monitoring  should  be  based  on  CT  scan  or  MRI,  which  are  more  precise  in  the  monitoring  of
AML. The  biopsy  of  a  renal  mass  should  be  discussed  if  there  are  calciﬁcations,  central  necrosis
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or  rapid  growth.  Lymphangioleiomyomatosis  should  be  screened  for  in  women  via  pulmonary  CT
scan at  18  and  30  to  40  years  of  age.  Haemorrhagic  rupture  of  an  AML  should  be  treated  in  ﬁrst-
line by  embolisation.  Asymptomatic  AMLs  that  cumulate  risk  factors  for  bleeding  (size  >  80  mm,
predominant  vascular  contingent,  micro-aneurisms)  should  be  preventively  treated,  if  possible
by embolisation.  The  role  of  mTOR  inhibitors  remains  to  be  deﬁned.
Conclusion:  Monitoring  and  a  standardised  treatment  are  necessary  to  improve  the  treatment
of renal  damage  caused  by  TSC.










































































[uberous  sclerosis  complex  (TSC)  is  a  autosomal  dominant
hakomatosis  affecting  approximately  one  in  6000  births,
ith  a  prevalence  of  one  in  11,000  to  14,000  after  the  age
f  10  years  [1,2]. It  is  caused  by  damage  to  the  TSC1  (9q34)
r  TSC2  (16p13)  genes  coding  respectively  for  hamartin  and
uberin,  which  regulate  cell  proliferation  and  the  mTOR
oute.  TSC  is  characterised  by  the  growth  of  multiple  hamar-
omatous  lesions  (brain,  skin,  kidneys,  heart,  lungs,  retina,
tc.).  The  neurological  signs  are  predominant  with  epilepsy,
ental  retardation  and/or  behavioural  disorders  such  as
utism  [1,3].
Kidney  damage  is  the  second  cause  of  mortal-
ty/morbidity  all  ages  combined  and  the  ﬁrst  cause  of
ortality  after  30  years  of  age  [4—7]. It  affects  48  to  80%
f  patients  [5,8—11], and  is  dominated  by  the  onset  of
ngiomyolipomas  (AMLs),  cortical  cysts,  malignant  lesions
r  lesions  with  malignant  potential  (renal  cell  carcinomas,
pithelioid  angiomyolipomas  [EAMLs])  and/or  chronic  renal
nsufﬁciency  (CRI).
Renal  AMLs  affect  34  to  80%  of  patients  [8—10,12,13].
hey  are  numerous,  bilateral  and  voluminous  [14—17], espe-
ially  if  there  is  mutation  of  TSC2  [10,13]  or  intellectual
etardation  [13,18].  Patients  with  AML  appear  to  have  more
ommon  retinal  hamartomas,  cardiac  rhabdomyomas  and
utaneous  lesions  [4].  The  main  complication  of  AML  is
pontaneous  haemorrhagic  rupture,  which  can  require  a
ephrectomy  or  emergency  embolisation.  AMLs  can  also
estroy  the  renal  parenchyma  and  create  CRI  [16,19].
Renal  cysts  affect  14  to  45%  of  adults  with  TSC  and  10
o  20%  of  children  [5,8,10,12,20].  Small  and  rarely  symp-
omatic  [10,21],  their  number  is  less  than  5  in  45  to  64%  of
ases.  They  are  bilateral  in  22  to  60%  of  cases  [10,20].
The  progression  towards  CRI,  which  is  a  cause  of  death
n  adulthood  [7],  concerns  less  than  2  to  5%  of  patients
21—23].  It  can  be  iatrogenic  (nephrectomy,  embolisations,
rug  toxicity),  or  caused  by  AMLs  or  renal  polycystosis  (RPC)
9,19,20,24].  The  TSC2  gene  is  the  neighbour  of  the  PKD1
ene  (16p13.3)  involved  in  adult  dominant  RPC.  A  deletion
hat  simultaneously  affects  both  genes  can  give  rise  to  RPC
hat  can  be  detected  starting  in  childhood  and  causes  ter-
inal  CRI  in  the  second  or  third  decade  of  life  (‘‘TSC2/PKD1
ontiguous  gene  syndrome’’)  [3,5,25].
The  association  between  TSC  and  malignant  kidney
umours  remains  a  subject  of  debate  [26], with  a  cancer
ate  of  0.5  to  4.2%  [5,8,10].  Paediatric  cases  and  multiple
umours  [27,28]  have  given  rise  to  the  hypothesis  that  TSC
ould  be  a  risk  factor,  but  this  remains  controversial  [26].
ertain  cancers  described  could  also  correspond  to  EAMLs,
 potentially  malignant  variant  of  AMLs  [6,29—34].The  management  of  renal  damage  caused  by  TSC,  which
s  potentially  serious,  is  still  not  very  standardised.  The
bjective  of  this  work  is  to  summarise  this  renal  damage
nd  deduce  recommendations  for  management  from  the  lit-
rature.
aterial and methods
n  September  2008,  the  French  Reference  Centre  on  TSC
alled  on  the  Urology,  Nephrology  and  Imaging  Departments
f  French  University  Hospital  Centres  (UHCs)  to  establish
ecommendations  on  the  treatment  of  renal  damage  caused
y  TSC.  In  May  2009,  the  physicians  who  were  interested  in
ine  UHCs  wrote  up  10  practical  questions  that  should  be
he  object  of  recommendations.  Five  practitioners  (OR,  HN,
Z,  NG,  ELC)  wrote  up,  after  reviewing  the  literature,  a  ﬁrst
ersion  of  the  recommendations,  which  was  evaluated  by
 panel  of  experts.  The  agreement  of  the  experts  for  each
tem  was  estimated  using  a  Likert  scale  with  nine  levels  (1:
omplete  disagreement;  9:  complete  agreement)  and  free
omments.  The  recommendations  were  reworded  until  each
tem  received  a  median  score  of  greater  than  or  equal  to
.
linical questions and recommendations
hould kidney damage caused by tuberous
clerosis complex be screened for?
he  objective  of  screening  for  kidney  damage  caused  by
SC  is  the  prevention  of  the  progressive  risks  (death,
leeding,  CRI,  cancer).  Its  beneﬁt  on  the  incidence  of
omplications  and  morbidity/mortality  has  not  been  stud-
ed.  However,  a  renal  evaluation  should  be  a  part  of
he  initial  treatment  of  patients  for  most  of  the  authors
1,4,9,20,24,35,36].
RECOMMENDATION  1:  NEED  FOR  SCREENING  FOR
KIDNEY  DAMAGE
Due  to  their  frequency  and  severity,  the  screening  and
monitoring  of  renal  lesions  is  indicated  in  all  patients
with  TSC.  The  initial  renal  evaluation  should  make  it
possible  to  advise  the  family  and  the  patient  and  to
plan  the  follow-up  and  treatment  (type  of  imaging,
frequency,  prophylactic  treatment).
ent  
r
iKidney  damage  due  to  tuberous  sclerosis  complex:  Managem
What type of monitoring should there be
before the age of 20?
Kidney  damage  caused  by  TSC  develops  mainly  before  20
years  of  age.  In  41  patients,  its  prevalence  was  19%  before
7  years  of  age,  33%  between  8  and  16  years  of  age  and  62%
after  that  [21]. In  60  children,  the  rate  of  kidney  damage
went  from  55%  at  the  beginning  of  monitoring  (mean  age,  6.9
years)  to  80%  at  the  end  of  the  study  (mean  age,  10.5  years)
[9].  The  median  age  of  detection  for  the  ﬁrst  abnormality
was  7.2  to  11.1  years  [9,10,20,21]. Cysts  can  exist  starting
from  birth,  and  AMLs  can  appear  during  the  ﬁrst  2  years  of
life  [9,20]. The  kidney  damage  appears  to  be  constituted  at
the  end  of  adolescence  [9,21], with  a  few  observations  of
abnormalities  that  appeared  after  20  years  of  age  [10,21].  In
these  cases,  the  kidney  damage  was  detected  by  ultrasound,
which  is  less  sensitive  than  a  CT  scan.  Certain  patients  could
thus  have  moderate  abnormalities  that  were  not  detected
before  20  years  of  age.
AMLs  grow  in  the  second  decade  of  life  [9,10,20,21]  with
growth  that  can  reach  more  than  4  cm  per  year  [9,10]. Bleed-
ing  complications  remain  exceptional  before  20  years  of  age
[10,21].
The  course  of  the  cysts  is  variable:  disappearance  [9]  or
progression  in  size  and  in  number  [4,20]. Simple  cysts  that
are  not  very  numerous  and  not  very  progressive  should  be
differentiated  from  RPC-related  cysts,  which  are  numerous,
voluminous,  bilateral  and  precocious  [21].The  monitoring  protocols  in  the  literature  are  variable
(Table  1).  They  prefer  ultrasound  (less  expensive  and  non-
radiating)  in  patients  under  20  years  of  age,  and  they  have
Table  1  Patient  monitoring  suggestions  in  the  literature.
Author Institution  
Cook,  1996  [5] Saint-James  University  Hospital,
Leeds,  UK
University  Hospital  of  Wales,  UK
Ewalt,  1998  [9] University  of  Texas,  USA
Bradshaw,  1998  [38] Scottish  collaborative  project
Casper,  2002  [20]  Children’s  Hospital  Medical  Cent
Cincinnati,  Ohio,  USA
Castagnetti,  2007  [21] University  of  Padua,  Italy
TSC: tuberous sclerosis complex; AML: angiomyolipomas.recommendations  227
elatively  spaced-out  follow-up  (rareness  of  complications
n  this  age  bracket)  [5,20,21,37,38].
RECOMMENDATION  2:  SCREENING  AND  MONITORING
DURING  THE  FIRST  TWO  DECADES  OF  LIFE
2a An  abdominal  ultrasound  should  be  performed  as
soon  as  the  TSC  is  diagnosed.  It  should  be  completed
with  an  evaluation  of  kidney  function  (serum
creatinine  level)  if  the  ultrasound  is  abnormal.
2b  This  evaluation  should  be  repeated  every  3  to  5
years  if  it  is  normal  and  every  2  to  3  years  if  the
ultrasound  only  demonstrates  a  few  cysts  or  AMLs
of  less  than  4  cm.
2c  If  there  are  many  voluminous  bilateral  cysts,
associated  polycystosis  should  be  suspected.  Due  to
the  risk  of  rapid  progression  towards  terminal  renal
insufﬁciency  (second  or  third  decade  of  life),  renal
function  and  blood  pressure  should  be  monitored
every  12  months  and  the  patient  should  be  oriented
towards  a  nephrology  consultation.
2d The  onset  of  symptoms  that  are  compatible  with
a  renal  complication  (pain  in  the  side,  abdominal
heaviness,  haematuria,  state  of  shock),  the  rapid
growth  of  an  AML,  AML  size  of  greater  than  4  cm  or
the  development  of  a  suspicious  tissue  mass  seen
on  the  ultrasound  should  result  in  a  CT  scan  or  MRI.Proposed  monitoring
Abdominal  ultrasound  upon  diagnosis  of  TSC
Abdominal  ultrasound  every  5  years  if  negative
Abdominal  ultrasound  ever  1  to  2  years  if  AML
CT  scan  or  MRI  if  there  is  a  doubt  about  a
malignant  lesion
Ultrasound  every  2  to  3  years  before  puberty
Annual  ultrasound  after  this
Ultrasound  at  5  years  of  age
Ultrasound  every  5  years  if  negative
Ultrasound  and  serum  creatinine  level  every  2
to  3  years  if  renal  abnormalities  of  <  4  cm
Ultrasound  every  year  if  renal  abnormalities  >  4
years
re, No monitoring  via  imaging  during  the  ﬁrst
decade  of  life
Ultrasound  every  2  years  if  negative  or  if
lesions  are  small
Ultrasound  every  6  to  12  months  if  lesions  are
voluminous




































































hat kind of monitoring in adulthood?
fter  the  age  of  20,  the  growth  of  AMLs  slows  down.  We  do
ot  know  if  there  is  an  age  beyond  which  growth  is  zero  [10].
ong-term  monitoring  of  renal  abnormalities  has  not  been
tudied.  Adults  with  kidney  damage  have  three  major  risks:
aemorrhagic  rupture  of  an  AML  (most  often  after  20  years
f  age),  CRI  due  to  progressive  destruction  of  the  kidneys  by
MLs  (RPC  is  generally  diagnosed  before  20  years  of  age)  or
 malignant  tumour.
These  risks  justify,  in  some  cases,  the  need  for  monitor-
ng  using  imaging  [10,16].  The  ultrasound  is  not  ideal,  as
t  does  not  assess  the  size  of  the  AMLs  well,  especially  if
hey  are  coalescent.  CT  scan  and  MRI  have  better  precision
39,40].  CT  scan,  thanks  to  its  short  acquisition  time,  can
ake  it  possible  to  avoid  general  anaesthesia,  but  repeated
se  exposes  the  patient  to  high  doses  of  radiation  [40,41].
on-radiating  MRI  is  an  alternative  for  monitoring,  but  its
uration  can  make  general  anaesthesia  necessary.
RECOMMENDATION  3:  MONITORING  MODALITIES  IN
ADULTS
3a Long-term  monitoring  of  kidney  damage  is
recommended  to  follow-up  the  progression  of  AMLs
and  to  make  sure  that  malignant  tumours  and  renal
insufﬁciency  do  not  occur.  The  imaging  monitoring
in  adults  should  be  based  on  CT  scans  or  MRIs
(preferably  MRIs  to  reduce  patient  exposure  to
radiation)  rather  than  ultrasounds.
3b  In  asymptomatic  patients  with  at  least  one  AML  of
more  than  4  cm,  assay  of  serum  creatinine  and  a  CT
scan  or  MRI  examination  should  be  carried  out  every
2  years.  This  frequency  should  be  adjusted  based  on
the  progression  of  the  AMLs.
3c  In  asymptomatic  patients  who  do  not  have  renal
abnormalities  or  AML  of  less  than  4  cm,  the
morphological  monitoring  (CT  scan  or  MRI)  and
kidney  function  monitoring  can  be  gradually
spaced-out,  especially  if  the  results  are  stable.
3d  The  onset  of  symptoms  that  are  compatible  with
a  renal  complication  (pain  in  the  side,  abdominal
heaviness,  haematuria,  state  of  shock)  should  result
in  a  CT  scan  or  MRI  examination  immediately.
ow to distinguish between an
ngiomyolipomas  and a malignant tumour. Are
here indications for percutaneous biopsy of
idney masses?
n  ultrasounds,  AMLs  are  homogeneous  and  hyperechogenic
42—45]  with  a  non-pathognomonic  appearance,  since  up  to
%  of  kidney  cancers  are  hyperechogenic  [45]. AML  is,  with
 few  rare  exceptions  [46—49], the  only  kidney  tumour  that
ontains  a  fatty  contingent.  CT  scan  thus  conﬁrms  the  diag-
osis  by  showing  the  presence  of  fat  in  the  tumour  (areas  of
egative  density)  [43,50,51]. MRI  is  not  used  very  commonly
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Certain  AMLs  have  a  very  minority  fatty  contingent  (<  10%
52]),  which  is  undetectable  on  the  CT  scan.  These  ‘‘fat
oor  AMLs’’  account  for  2.5  to  6.9%  of  operated  kidney
umours  [53—55]. Ultrasound  is  not  informative,  as  fat  poor
MLs  are  generally  iso-  or  hypoechogenic  [56—58]. Up  to
9%  of  AMLs  associated  with  TSC  appear  not  to  have  a  fatty
omponent  that  can  be  visualised  using  CT  scan  [59]. There-
ore,  we  cannot  suggest  biopsy  for  all  renal  masses  that
o  not  contain  fat  of  patients  with  TSC.  The  main  crite-
ia  for  suspecting  a  cancer  are  rapid  growth,  calciﬁcations,
r  central  necrosis  [60]. The  interpretation  of  the  speed  of
rowth  must  take  into  account  the  circumstances  where  the
MLs  progress:  adolescence,  pregnancy  or  oestro-progestin
reatment  [9,10,14,20,61—63]. In  12  patients  (206  renal
asses)  monitored  for  a  duration  of  2  to  8  years  (median,
 years),  three  fast-growing  masses  (>  0.5  cm/year)  were
eported,  including  a  renal  cell  carcinoma  conﬁrmed  by
iopsy  [59]. As  the  AMLs  associated  with  TSC  are  gener-
lly  multiple  and  bilateral,  the  discovery  of  a  single  renal
ass  without  a  fatty  contingent  can  also  be  a  cause  for
iopsy.
RECOMMENDATION  4:  INDICATIONS  FOR  THE
BIOPSY  OF  RENAL  MASSES
4a Given  the  high  proportion  of  fat  poor  AMLs
associated  with  TSC,  the  absence  of  fat  in  a  renal
mass  is  not  a  sufﬁcient  criterion  for  proposing  a
biopsy.
4b  A  biopsy  can  be  considered  to  rule  out  a  malignant
tumour  if  there  are  calciﬁcations,  central  necrosis
or  rapid  growth  of  a  mass  without  a  fatty
contingent,  or  if  there  is  a  single  renal  mass  without
a  fatty  contingent.
hould pulmonary lymphangioleiomyomatosis
ystematically  be screened for  in patients
ith renal damage caused by tuberous
clerosis complex?
ulmonary  lymphangioleiomyomatosis  (LAM)  is  a  rare  dis-
ase  that  can  be  isolated  or  associated  with  TSC.  It
oncerns  almost  exclusively  adult  women  and  combines
neumothorax,  chylothorax  and  dyspnoea  that  can  lead  to
erminal  respiratory  insufﬁciency.  Chylous  ascites  and  lym-
hangiomas  can  also  be  encountered  [64,65].
In  388  patients  (of  both  sexes)  with  TSC,  9  (2.3%,  all
omen)  had  symptomatic  LAM  [66]. Three  studies  have
esearched  the  existence  of  LAM  using  chest  CT  scans  in
atients  with  TSC:  26  to  39%  of  these  patients  had  pulmonary
ysts  that  were  compatible  with  asymptomatic  LAM  [67—69].
AM  is  commonly  associated  with  renal  AMLs  (32  to  53%)
65,70].  The  incidence  of  LAM  in  patients  with  bilateral  AMLs
as  been  estimated  to  be  between  6.4%  and  24.8%  [64]. The
uropean  Respiratory  Society  has  recommended  systematic
creening  for  LAM  using  a  chest  CT  scan  in  all  women  with
SC  at  18  years  of  age,  then,  if  this  ﬁrst  CT  scan  is  negative,
t  30  to  40  years  of  age.  The  chest  CT  scan  is  only  indicated














































at  5  and  10  years  [73]. Embolisation,  therefore,  appears  toKidney  damage  due  to  tuberous  sclerosis  complex:  Managem
RECOMMENDATION  5:  CHEST  CT  SCAN  TO  SCREEN
FOR  RELATED  LAM
5a  A  chest  CT  scan  without  injection  to  screen  for
pulmonary  LAM  should  be  systematically  carried
out  in  all  women  with  TSC  without  respiratory
symptoms  (with  or  without  kidney  damage)  at  18
years  of  age,  then,  if  negative,  at  30  to  40  years  of
age.
5b Systematic  screening  for  LAM  is  not  necessary  in
men  with  TSC  (even  with  kidney  damage)  without
respiratory  symptoms.
5c  The  onset  of  respiratory  symptoms  (unexplained
dyspnoea,  pneumothorax)  should  result  in  a  chest
CT  scan  regardless  of  the  sex  of  the  patient.
What therapeutic strategy should be adopted
in case of spontaneous rupture of an
angiomyolipomas?
Spontaneous  rupture  of  an  AML  ranges  from  a  limited
and  resolving  perirenal  haematoma  to  fatal  bleeding.  Con-
servative  treatment  (intensive  care  and  transfusions)  can
prevent  renal  procedures  in  the  long-term  [71], but  in  prin-
ciple,  a  spontaneous  rupture  requires  treatment  to  avoid
putting  the  patient’s  life  in  danger  and  to  prevent  a  relapse
[5,14,33,37,72—82].
Conservative  surgery,  which  is  difﬁcult  in  an  emergency
situation,  often  ends  up  in  a  haemostasis  nephrectomy.  Per-
cutaneous  embolisation  can  treat  the  origin  of  the  bleeding
with  a  low  complication  rate  (Table  2).  Bleeding  relapses
after  emergency  embolisation  can  occur  (0  to  60%  of  cases)
in  a  time  period  of  up  to  3  years.  They  are  generally  treated
with  success  via  a  second  embolisation  [72—74,78,83]. Use
of  surgery  is  rare  when  embolisation  is  used  as  ﬁrst-line
treatment  (Table  2).
RECOMMENDATION  6:  TREATMENT  OF  A
SPONTANEOUS  HAEMORRHAGIC  RUPTURE  OF  AN
AML
6a  Patients  should  be  informed  of  the  risk  and  clinical
signs  of  a  haemorrhagic  rupture  of  an  AML  (acute
pain  in  the  side,  state  of  shock)  and  the  hospital
centres  that  are  able  to  treat  these  acute  ruptures
that  are  near  their  homes  should  be  identiﬁed.
6b  Embolisation  should  be  proposed  as  ﬁrst-line
treatment  in  case  of  spontaneous  haemorrhagic
rupture  of  an  AML.
6c  Surgery  should  only  be  used  in  cases  where
embolisation  is  not  available  in  an  emergency
context  or  not  technically  possible.  It  should  be  as




hould angiomyolipomas associated with
uberous sclerosis complex be treated
reventively? If  yes, based on what criteria
nd using what technique?
poradic  AMLs  of  more  than  40  mm  have  more  risks  of
omplications.  Preventive  treatment  with  embolisation  or
urgery  is  recommended  [14,76,84—86].
AMLs  associated  with  TSC  progress  more  quickly  [15]
nd  appear  to  become  complicated  more  frequently
15,72,74,87].  A  threshold  of  35  mm  has  thus  been  suggested
or  their  prophylactic  treatment  [88]. However,  the  fre-
uency  of  their  complications  could  simply  be  due  to  their
arger  mean  diameter  and  their  larger  number  per  patient.
In  two  studies,  the  mean  size  of  the  AMLs  (sporadic  or
ssociated  with  TSC)  embolised  for  bleeding  was  85  mm  (35
o  200  mm)  and  78  mm  (45  to  180  mm)  [75,89]  and  the  indi-
idual  bleeding  risk  remains  moderate,  even  in  patients  with
SC  (approximately  6%)  [10]. Some  have  thus  suggested  a
hreshold  of  80  to  100  mm  for  the  prophylactic  treatment  of
MLs  associated  with  TSC  [33,85].
The  size  alone,  however,  does  not  appreciate  the  risk  of
leeding  very  well.  The  relative  importance  of  the  vascular
nd  fatty  contingents  and  the  existence  of  intra-tumoural
icro-aneurisms  of  greater  than  5  mm  could  also  be  risk
actors  [90,91].  Unfortunately,  the  detection  of  micro-
neurisms  requires  arteriography.
Surgery  or  embolisation  can  be  used  for  the  preventive
reatment  of  AMLs.
Surgical  removal  of  sporadic  AMLs  has  a  low  risk  of
omplications  and  relapse  (Table  3)  [92—96]. However,  par-
ial  surgery  is  clearly  more  complicated  in  TSC  due  to  the
ultiplicity  of  AMLs.
Embolisation  appears  to  be  the  easiest  solution  for  AMLs
n  patients  with  TSC,  with  few  complications  [Table  2]
33,37,73—75,77,80—83,89,97,98]. Six  to  100%  of  patients
ave  a  ‘‘post-embolisation  syndrome’’  with  lumbar  pain  and
ever,  which  can  be  controlled  with  a  non-steroidal  anti-
nﬂammatory  treatment  [73]  or  short-term  corticosteroid
reatment  [99]. Embolisation  causes  a  reduction  in  the  diam-
ter  of  the  treated  AML,  the  importance  of  which  (20  to
0%)  depends  on  the  proportion  of  vascular  and  fatty  contin-
ents.  The  fatty  part  of  the  AML  does  not  regress  very  much
fter  embolisation  [37,75,81,82,87,89,90,98]  but  there  are
owever  some  exceptions  [100]. The  reduction  in  size  is
ccentuated  over  time:  in  the  Takemayashi  et  al.  series,  it
as  29.4%,  45.7%  and  59.3%  at  3,  6  and  12  months,  respec-
ively  [101]. Embolisation  can  be  repeated  during  monitoring
n  6  to  50%  of  patients  (Table  2).  In  a  series  of  44  treated
idneys,  survival  without  re-embolisation  was  71%  at  5  years
nd  37%  at  10  years,  and  survival  without  surgery  was  94%void  surgery,  but  at  the  price  of  repeated  sessions.  The  per-
entage  of  spontaneous  bleeding  after  embolisation  is  low







































+ gel  foam
0 110  (40—350)  0  100  Abscess
(drainage,  n  =  1)





12  100  Alcohol  +  coils  0  ND  0  ND  Renal  atrophy
(n  =  1)




16  100  Microparticles  18.8  ND  (40—210)  0  68.8  Pneumonia
(n  =  1)
0 0  0  ND
Khotary,  2005
[74]




16  100  Microparticles
±  coils
37.5  NDb 0  6.2  0  0  0  0  40  (6—62)
Dabbeche,
2006  [75]
37  10.8c Microparticles  ±




8.1  16.2  Arterial  breach
(nephrectomy,
n  =  1),  arterial
dissection
(stent,  n  =  1)





17  70  Microparticles
(350—500  )  ±  coils
43.5  ND  0  30.4  0%  17.6  4.4  0  ND
Chick,  2009
[97]
34  26  Alcohol  +  lipiodol  0  119  (29—244)  0  32.4  Renal  infarction
(n  =  1)




19  26.3  ND  31.6  ND  0  15.8  Abscess  (n  =  1),
renal  atrophy
(n  =  1),
refractory
hypertension
(n  =  1)
36.8 0  5.3  ND
Lee,  2009  [81]  11  36.4  Gel  foam  ±  coils,
alcohol  +  lipiodol
36.4  85  (45—128)  18.2  63.7  Abscess
(drainage,  n  =  1)
















































41 19.5  Alcohol  +
microparticles
(45—50  )  ±  coils
24.4 103  (25—200)  0 12.5 0 36.6 0 7.3 57
Chan,  2011
[77]
27 3.7  Coils,
alcohol  +  lipiodol,
microparticles
(150—250  )









ND  6.2  Acute  dyspnoea
(n  =  3),  abscess
(nephrectomy,
n =  1),  common
femoral  lesion
(n  =  1)
29.2 0  2.1  20/21f
Only the series of more than 10 patients were taken into account. Bleed.: bleeding; Pts: patients; embol.: embolisation; TSC: tuberous sclerosis complex.
a Only in TSC patients.
b Mean volume: 315 cc (27.8 to 814.4 cc).
c Plus two patients with pure LAM.
d Emergency embolisation/planned embolisations.
e Twice.
f TSC patients/non TSC patients.
























RECOMMENDATION  8:  EMBOLISATION  TECHNIQUE
8a  Embolisation  must  concern  both  the  tumour  bed
and  the  proximal  trunks  upstream  of  the  micro-
aneurysms.
8b  If  microparticles  are  used,  their  size  must  be















RECOMMENDATION  7:  PREVENTIVE  TREATMENT  OF
AMLS
7a  Any  preventive  treatment  of  an  AML  must  be
validated  in  a  multidisciplinary  manner  and
discussed  with  the  patient  and  his  or  her  family,  who
must  be  informed  of  the  potential  complications  of
treatment  and  the  uncertainties  with  regard  to  the
prediction  of  the  bleeding  risk.
7b A  preventive  treatment  is  recommended  for
asymptomatic  AMLs  cumulating  bleeding  risk
factors:  size  greater  than  80  mm,  predominant
vascular  contingent,  presence  of  micro-aneurisms.
7c  A  preventive  treatment  can  be  considered  for  AMLs
that  are  greater  than  40  mm  after  informed  consent
of  the  patient  and  his  or  her  family,  especially  if
there  are  other  risk  factors  (risks  of  lumbar  trauma,
intention  to  become  pregnant,  anti-coagulant
treatment,  distance  from  a  healthcare  centre,
etc.).  It  must  be  validated  in  a  multidisciplinary
manner  (7a).
7d  When  preventive  treatment  of  an  asymptomatic
AML  is  decided,  embolisation  must  be  suggested  as
ﬁrst-line  treatment.
7e  Embolised  AMLs  must  be  checked  by  CT  scan  (or  MRI)
at  1  and  2  years.  If  the  result  is  good,  monitoring
every  2  years  is  sufﬁcient  from  that  point  on  (3b).
7f  When  there  is  an  indication  for  preventive
treatment,  surgery  can  be  an  option  if  there  is
failure  of  embolisation  or  in  certain  particular
cases  (isolated  AML,  exo-renal  location,  predictable
difﬁculties  for  post-embolisation  follow-up,  etc.).
hat is  the best technique for embolisation?
here  is  no  consensus  regarding  the  embolic  agent(s)  to  be
sed  (Table  2).  Proximal  embolisation  alone  (for  example,
sing  coils)  exposes  the  patient  to  the  risk  of  revascularisa-
ion  via  collateral  branches.  Embolisation  of  the  tumour  bed
lone  (for  example,  using  microparticles)  leaves  the  micro-
neurisms  to  be  treated  and  exposes  the  patient  to  their
upture  due  to  excessive  pressure  [74,80].  Double  embolisa-
ion  of  the  tumour  bed  and  the  proximal  trunks  is  therefore
equired.
The  small  size  microparticles  (<  150  )  seem  less  effec-
ive  than  the  large  ones  (>  150  ),  with  a  risk  of
e-embolisation  that  is  six  times  higher  [89]. Three  cases
f  respiratory  distress  with  pulmonary  hypertension  after
mbolisation  with  microparticles  less  than  500    [89]  and
ve  cases  of  fatal  pulmonary  embolism  after  embolisation
f  hepatic  masses  with  microparticles  of  40  to  120    have
een  described  [102—104].  It,  therefore,  seems  prudent  to
se  microparticles  that  are  greater  than  500    for  which  no
omplications  of  this  type  have  been  reported.
Ethanol,  which  is  only  for  use  by  teams  that  have  been
rained  in  handling  it,  can  be  used.  The  dose  of  0.25  mL/kg
ust  not  be  exceeded  due  to  the  cardio-respiratory  risk.




p8c Ethanol  is  effective  but  must  only  be  used  by  teams
that  have  been  trained  in  its  endovascular  use.
hat advice should be given to a woman with
ngiomyolipomas who would like to become
regnant or who would like a contraceptive
reatment?
regnant  patients  should  know  that  the  child  has  a  50%  risk
f  being  a  carrier  of  the  disease.
Pregnancy  and  oestro-progestin  contraception  are  risk
actors  for  the  progression  and/or  spontaneous  rupture  of
MLs  [61,62,106—112].
Patients  with  a related  LAM  have  an  increased  risk  of
neumothorax  and  chylothorax  in  case  of  pregnancy  and
dministration  of  oestrogen  can  accelerate  the  degenera-
ion  of  their  respiratory  function  [64].
RECOMMENDATION  9:  ADVICE  FOR  PATIENTS  WHO
WOULD  LIKE  TO  BECOME  PREGNANT  OR  WHO
WOULD  LIKE  AN  OESTRO-PROGESTIN  TREATMENT
9a Patients  with  TSC  who  would  like  to  become
pregnant  must  have  a  genetic  consultation  before
any  conception.
9b Patients  with  TSC  who  would  like  to  become
pregnant  must  be  informed  of  the  risks  inherent
to  a  possible  pregnancy:  AML  rupture  and
(in  case  of  related  pulmonary  LAM)  risks  of
pneumothorax,  chylothorax  and  progression  of
respiratory  insufﬁciency.
9c Patients  with  TSC  who  have  renal  AMLs  (and/or
pulmonary  LAM)  should  avoid  oestrogenic
treatments  (oestro-progestin  pill,  oestrogen
replacement  treatment)  due  to  the  risk  of  rupture
of  renal  AMLs  and  progression  of  the  pulmonary
LAM.
9d  A  preventive  treatment  can  be  considered  for
AMLs  greater  than  40  mm  after  informed  consent
of  the  patient  and  of  his  or  her  family,  and
multidisciplinary  discussion,  if  the  patient  would
like  to  become  pregnant  (7c).
s there a role for treatment with mTOR
nhibitors?wo  prospective  non-randomised  studies  used  sirolimus
113,114].  One  randomised  study  (everolimus  versus


















Table  3 Results  of  the  main  series  of  surgery  of  angiomyolipomas.











27 7.4  74  (15—260)  Partial Signiﬁcant  increase
in  serum  creatinine
levels  (only  if  single
kidney,  n  =  15)
Urinary  ﬁstula  (n  =  3)
Postop.  infections
(n  =  3)
Adrenal  insufﬁciency
(n  =  1)
0 39 (median)  (2—177)
Heidenreich,
2002  [96]
28 3.6  55  (median)
(25—150)
Partial Urinary  ﬁstula  (n  =  3) 1  (closure  of  urinary
ﬁstula)
58  (median)  (3—114)
Yip,  2000
[92]
23 13 123  (15—300)  Partial  (n  =  16)
Total  (n  =  7)
Minor  stroke  (n  =  1)
Arteriovenous  ﬁstula
(embolisation,  n =  1)
0  26  (1—80)
Boorijian,
2007  [93]
58  0  39  (median)
(8—125)
Partial  Urinary  ﬁstula  (n  =  3)
Postop.  abscess
(n  =  1)
Postop.  ileus  (n  =  5)
Pneumothorax
(n  =  1)
Postop.  bleeding
(n  =  1)
Acute  renal
insufﬁciency  (n  =  1)






20  10  81
(25—170)/20
(3—100)a
Partial  (n  =  14)
Total  (n  =  6)
ND












































The  studies  with  sirolimus  showed  a  regression  of  the  vol-
me  of  the  AMLs  under  treatment.  In  the  ﬁrst  study,  at  12
onths,  the  volume  of  the  AMLs  was  53.2  ±  26.6%  of  the
nitial  volume.  But  the  size  of  the  AMLs  increased  again
fter  discontinuation  of  treatment  and  their  volume  after
2  months  of  discontinuation  was  85.9  ±  28.5%  of  the  ini-
ial  volume  [113]. In  the  second  study,  the  response  rate
RECIST  criteria)  was  80%  for  patients  who  remained  in  the
tudy  until  the  end  (8  out  of  10).  It  should  be  noted,  how-
ver,  that  ﬁve  AMLs  grew  during  treatment  in  two  patients
ho  withdrew  from  the  study  early  [114].
Serious  complications  under  treatment  (stomatitis,
iarrhoea  and  various  infections  [particularly  pulmonary
nfections])  are  numerous:  six  out  of  25  patients  in  the  ﬁrst
tudy,  seven  out  of  16  (including  one  death)  in  the  second
tudy  and  one  case  of  retroperitoneal  bleeding  [113].
Treatment  with  mTOR  inhibitors  can  have  beneﬁcial
ffects  on  the  respiratory  function  of  patients  with  LAM
y  improving  [113]  or  slowing  down  its  deterioration
114,115].  It  may  improve  certain  cognitive  functions
114].
In  all,  treatments  with  mTOR  inhibitors  can  signiﬁ-
antly  reduce  the  volume  of  most  AMLs  (but  not  of  all
MLs).  Their  effect  is  reversible  upon  treatment  discontin-
ation.  It  has  not  yet  been  proven  that  the  decrease  in
he  size  of  the  AMLs  is  accompanied  by  a  decrease  in  the
leeding  risk.  The  beneﬁt/risk  ratio  of  mTOR  inhibitors  is
ot  sufﬁciently  favourable  to  use  them  as  ﬁrst-line  treat-
ent.
RECOMMENDATION  10:  ROLE  OF  TREATMENT  WITH
MTOR  INHIBITORS
10a  Due  to  their  potential  adverse  effects,  mTOR
inhibitors  should  only  be  prescribed  by  specialised
teams  and  if  possible  within  the  framework  of
clinical  studies.  The  creation  of  a  national  registry
listing  patients  treated  outside  of  a  protocol  is
encouraged.
10b  mTOR  inhibitors  must  not  be  used  as  ﬁrst-line
treatment  in  the  treatment  of  renal  AMLs.
cknowledgments
he  Centre  de  Référence  sur  la  Sclérose  Tubéreuse  de
ourneville  [Reference  Centre  on  Tuberous  Sclerosis  Com-
lex]  would  like  to  thank  the  panel  of  expert  reviewers:
rofessor  Lionel  Badet  (urology,  Lyon),  Professor  Jean-Michel
artoli  (radiology,  Marseille),  Professor  Jean-Michel  Boutin
urology,  Tours),  Professor  Louis  Boyer  (radiology,  Clermont-
errand),  Professor  Michel  Claudon  (radiology,  Nancy),
rofessor  Jean-Franc¸ois  Cordier  (pneumology,  Lyon),  Profes-
or  Vincent  Cottin  (pneumology,  Lyon),  Professor  Christian
oulange  (urology,  Marseille),  Professor  Laurent  Juillard
nephrology,  Lyon),  Dr.  Chahera  Khouatra  (pneumology,
yon),  Dr.  Matthieu  Papillard  (radiology,  Lyon),  Dr.  Bruno
anchin  (paediatric  nephrology,  Lyon),  Professor  Catherine
oy  (radiology,  Strasbourg),  Dr.  Renaud  Touraine  (genetics,
aint-Étienne).O.  Rouvière  et  al.
eferences
[1] Napolioni V, Curatolo P. Genetics and molecular biology of
tuberous sclerosis complex. Curr Genomics 2008;9:475—87.
[2] O’Callaghan FJ, Shiell AW, Osborne JP, Martyn CN. Prevalence
of tuberous sclerosis estimated by capture-recapture analy-
sis. Lancet 1998;351:1490.
[3] Crino PB, Nathanson KL, Henske EP. The tuberous sclerosis
complex. N Engl J Med 2006;355:1345—56.
[4] O’Hagan AR, Ellsworth R, Secic M, Rothner AD, Brouhard BH.
Renal manifestations of tuberous sclerosis complex. Clin Pedi-
atr (Phila) 1996;35:483—9.
[5] Cook JA, Oliver K, Mueller RF, Sampson J. A cross sectional
study of renal involvement in tuberous sclerosis. J Med Genet
1996;33:480—4.
[6] Martignoni G, Pea M, Rocca PC, Bonetti F. Renal pathology in
the tuberous sclerosis complex. Pathology 2003;35:505—12.
[7] Shepherd CW, Gomez MR, Lie JT, Crowson CS. Causes of
death in patients with tuberous sclerosis. Mayo Clinic Proc
1991;66:792—6.
[8] O’Callaghan FJ, Noakes MJ, Martyn CN, Osborne JP. An epi-
demiological study of renal pathology in tuberous sclerosis
complex. BJU Int 2004;94:853—7.
[9] Ewalt DH, Shefﬁeld E, Sparagana SP, Delgado MR, Roach ES.
Renal lesion growth in children with tuberous sclerosis com-
plex. J Urol 1998;160:141—5.
[10] Rakowski SK, Winterkorn EB, Paul E, Steele DJ, Halpern EF,
Thiele EA. Renal manifestations of tuberous sclerosis com-
plex: incidence, prognosis, and predictive factors. Kidney Int
2006;70:1777—82.
[11] Zimmerhackl LB, Rehm M, Kaufmehl K, Kurlemann G, Bran-
dis M. Renal involvement in tuberous sclerosis complex: a
retrospective survey. Pediatr Nephrol 1994;8:451—7.
[12] Webb DW, Kabala J, Osborne JP. A population study of
renal disease in patients with tuberous sclerosis. Br J Urol
1994;74:151—4.
[13] Dabora SL, Jozwiak S, Franz DN, Roberts PS, Nieto A, Chung J,
et al. Mutational analysis in a cohort of 224 tuberous sclero-
sis patients indicates increased severity of TSC2, compared
with TSC1, disease in multiple organs. Am J Hum Genet
2001;68:64—80.
[14] Nelson CP, Sanda MG. Contemporary diagnosis and manage-
ment of renal angiomyolipoma. J Urol 2002;168:1315—25.
[15] Steiner MS, Goldman SM, Fishman EK, Marshall FF. The natural
history of renal angiomyolipoma. J Urol 1993;150:1782—6.
[16] Lendvay TS, Marshall FF. The tuberous sclerosis complex and
its highly variable manifestations. J Urol 2003;169:1635—42.
[17] Jimenez RE, Eble JN, Reuter VE, Epstein JI, Folpe AL,
de Peralta-Venturina M, et al. Concurrent angiomyolipoma
and renal cell neoplasia: a study of 36 cases. Mod Pathol
2001;14:157—63.
[18] O’Callaghan FJ, Noakes M, Osborne JP. Renal angiomyolipo-
mata and learning difﬁculty in tuberous sclerosis complex. J
Med Genet 2000;37:156—7.
[19] Dixon BP, Hulbert JC, Bissler JJ. Tuberous sclerosis complex
renal disease. Nephron 2011;118:e15—20.
[20] Casper KA, Donnelly LF, Chen B, Bissler JJ. Tuberous sclerosis
complex: renal imaging ﬁndings. Radiology 2002;225:451—6.
[21] Castagnetti M, Vezzu B, Laverda A, Zampieri S, Rigamonti
W. Urological counseling and follow-up in pediatric tuberous
sclerosis complex. J Urol 2007;178:2155—9.
[22] Clarke A, Hancock E, Kingswood C, Osborne JP. End-stage
renal failure in adults with the tuberous sclerosis complex.
Nephrol Dial Transplant 1999;14:988—91.[23] Okada RD, Platt MA, Fleishman J. Chronic renal failure in
patients with tuberous sclerosis. Association with renal cysts.
Nephron 1982;30:85—8.
ent  Kidney  damage  due  to  tuberous  sclerosis  complex:  Managem
[24] Curatolo P, Bombardieri R, Jozwiak S. Tuberous sclerosis.
Lancet 2008;372:657—68.
[25] Sampson JR, Maheshwar MM, Aspinwall R, Thompson P, Chea-
dle JP, Ravine D, et al. Renal cystic disease in tuberous
sclerosis: role of the polycystic kidney disease 1 gene. Am J
Hum Genet 1997;61:843—51.
[26] Tello R, Blickman JG, Buonomo C, Herrin J. Meta analysis
of the relationship between tuberous sclerosis complex and
renal cell carcinoma. Eur J Radiol 1998;27:131—8.
[27] Lendvay TS, Broecker B, Smith EA. Renal cell carci-
noma in a 2-year-old child with tuberous sclerosis. J Urol
2002;168:1131—2.
[28] Allison JW, James CA, Figarola MS. Pediatric case of the day.
Renal cell carcinoma in a child with tuberous sclerosis. Radio-
graphics 1999;19:1388—9.
[29] Pea M, Bonetti F, Martignoni G, Henske EP, Manfrin E, Colato
C, et al. Apparent renal cell carcinomas in tuberous sclerosis
are heterogeneous: the identiﬁcation of malignant epithelioid
angiomyolipoma. Am J Surg Pathol 1998;22:180—7.
[30] Aydin H, Magi-Galluzzi C, Lane BR, Sercia L, Lopez JI,
Rini BI, et al. Renal angiomyolipoma: clinicopathologic
study of 194 cases with emphasis on the epithelioid histol-
ogy and tuberous sclerosis association. Am J Surg Pathol
2009;33:289—97.
[31] Koide O, Matsuzaka K, Tanaka Y. Multiple giant angiomy-
olipomas with a polygonal epithelioid cell component in
tuberous sclerosis: an autopsy case report. Pathol Int
1998;48:998—1002.
[32] Martignoni G, Pea M, Rigaud G, Manfrin E, Colato C, Zamboni
G, et al. Renal angiomyolipoma with epithelioid sarcomatous
transformation and metastases: demonstration of the same
genetic defects in the primary and metastatic lesions. Am J
Surg Pathol 2000;24:889—94.
[33] Harabayashi T, Shinohara N, Katano H, Nonomura K, Shimizu T,
Koyanagi T. Management of renal angiomyolipomas associated
with tuberous sclerosis complex. J Urol 2004;171:102—5.
[34] Cibas ES, Goss GA, Kulke MH, Demetri GD, Fletcher CD.
Malignant epithelioid angiomyolipoma (’sarcoma ex angiomy-
olipoma’) of the kidney: a case report and review of the
literature. Am J Surg Pathol 2001;25:121—6.
[35] Roach ES, DiMario FJ, Kandt RS, Northrup H. Tuberous scle-
rosis consensus conference: recommendations for diagnostic
evaluation. National tuberous sclerosis association. J Child
Neurol 1999;14:401—7.
[36] Rosser T, Panigrahy A, McClintock W.  The diverse clinical man-
ifestations of tuberous sclerosis complex: a review. Semin
Pediatr Neurol 2006;13:27—36.
[37] Ewalt DH, Diamond N, Rees C, Sparagana SP, Delgado M,
Batchelor L, et al. Long-term outcome of transcatheter
embolization of renal angiomyolipomas due to tuberous scle-
rosis complex. J Urol 2005;174:1764—6.
[38] Bradshaw N, Brewer C, FitzPatrick D, Murray G, Rodgers F,
Porteous M, et al. Guidelines and care pathways for genetic
diseases: the Scottish collaborative project on tuberous scle-
rosis. Eur J Hum Genet 1998;6:445—58.
[39] Kang SK, Kim D, Chandarana H. Contemporary imaging of the
renal mass. Curr Urol Rep 2011;12:11—7.
[40] Leveridge MJ, Bostrom PJ, Koulouris G, Finelli A,
Lawrentschuk N. Imaging renal cell carcinoma with
ultrasonography, CT and MRI. Nat Rev 2010;7:311—25.
[41] Sodickson A, Baeyens PF, Andriole KP, Prevedello LM, Nawfel
RD, Hanson R, et al. Recurrent CT, cumulative radiation expo-
sure, and associated radiation-induced cancer risks from CT
of adults. Radiology 2009;251:175—84.[42] Paivansalo M, Lahde S, Hyvarinen S, Kallioinen M, Jalovaara
P. Renal angiomyolipoma. Ultrasonographic, CT, angiog-
raphic, and histologic correlation. Acta Radiol 1991;32:
239—43.recommendations  235
[43] Bosniak MA. Angiomyolipoma (hamartoma) of the kidney: a
preoperative diagnosis is possible in virtually every case. Urol
Radiol 1981;3:135—42.
[44] Hartman DS, Goldman SM, Friedman AC, Davis Jr CJ, Madewell
JE, Sherman JL. Angiomyolipoma: ultrasonic-pathologic cor-
relation. Radiology 1981;139:451—8.
[45] Siegel CL, Middleton WD, Teefey SA, McClennan BL. Angiomy-
olipoma and renal cell carcinoma: US differentiation.
Radiology 1996;198:789—93.
[46] Helenon O, Merran S, Paraf F, Melki P, Correas JM, Chretien
Y, et al. Unusual fat-containing tumors of the kidney: a diag-
nostic dilemma. Radiographics 1997;17:129—44.
[47] Henderson RJ, Germany R, Peavy PW, Eastham JA, Venable
DD. Fat density in renal cell carcinoma: demonstration with
computerized tomography. J Urol 1997;157:1347—8.
[48] Roy C, Tuchmann C, Lindner V, Guth S, Vasilescu C, Saussine C,
et al. Renal cell carcinoma with a fatty component mimicking
angiomyolipoma on CT. Br J Radiol 1998;71:977—9.
[49] Schuster TG, Ferguson MR, Baker DE, Schaldenbrand JD,
Solomon MH. Papillary renal cell carcinoma containing fat
without calciﬁcation mimicking angiomyolipoma on CT. AJR
Am J Roentgenol 2004;183:1402—4.
[50] Sherman JL, Hartman DS, Friedman AC, Madewell JE, Davis
CJ, Goldman SM. Angiomyolipoma: computed tomographic-
pathologic correlation of 17 cases. AJR Am J Roentgenol
1981;137:1221—6.
[51] Bosniak MA, Megibow AJ, Hulnick DH, Horii S, Raghavendra
BN. CT diagnosis of renal angiomyolipoma: the importance
of detecting small amounts of fat. AJR Am J Roentgenol
1988;151:497—501.
[52] Simpfendorfer C, Herts BR, Motta-Ramirez GA, Lockwood DS,
Zhou M, Leiber M, et al. Angiomyolipoma with minimal fat on
MDCT: can counts of negative-attenuation pixels aid diagno-
sis? AJR Am J Roentgenol 2009;192:438—43.
[53] Lane BR, Aydin H, Danforth TL, Zhou M, Remer EM, Novick AC,
et al. Clinical correlates of renal angiomyolipoma subtypes in
209 patients: classic, fat poor, tuberous sclerosis associated
and epithelioid. J Urol 2008;180:836—43.
[54] Milner J, McNeil B, Alioto J, Proud K, Rubinas T, Picken M,
et al. Fat poor renal angiomyolipoma: patient, computerized
tomography and histological ﬁndings. J Urol 2006;176:905—9.
[55] Kutikov A, Fossett LK, Ramchandani P, Tomaszewski JE, Siegel-
man ES, Banner MP, et al. Incidence of benign pathologic
ﬁndings at partial nephrectomy for solitary renal mass pre-
sumed to be renal cell carcinoma on preoperative imaging.
Urology 2006;68:737—40.
[56] Jinzaki M, Tanimoto A, Narimatsu Y, Ohkuma K, Kurata T, Shin-
moto H, et al. Angiomyolipoma: imaging ﬁndings in lesions
with minimal fat. Radiology 1997;205:497—502.
[57] Hafron J, Fogarty JD, Hoenig DM, Li M, Berkenblit
R, Ghavamian R. Imaging characteristics of minimal fat
renal angiomyolipoma with histologic correlations. Urology
2005;66:1155—9.
[58] Trigaux JP, Pauls C, Van Beers B. Atypical renal hamartomas:
ultrasonography, computed tomography, and angiographic
ﬁndings. J Clin Ultrasound 1993;21:41—4.
[59] Patel U, Simpson E, Kingswood JC, Saggar-Malik AK. Tuberose
sclerosis complex: analysis of growth rates aids differen-
tiation of renal cell carcinoma from atypical or minimal
fat-containing angiomyolipoma. Clin Radiol 2005;60:665—73
[discussion p. 663—4].
[60] Kim JK, Park SY, Shon JH, Cho KS. Angiomyolipoma with mini-
mal fat: differentiation from renal cell carcinoma at biphasic
helical CT. Radiology 2004;230:677—84.[61] Yanai H, Sasagawa I, Kubota Y, Ishigooka M, Hashimoto
T, Kaneko H, et al. Spontaneous hemorrhage during preg-
nancy secondary to renal angiomyolipoma. Urol Int 1996;56:
188—91.
236  
[62] Gould Rothberg BE, Grooms MC, Dharnidharka VR. Rapid
growth of a kidney angiomyolipoma after initiation of oral
contraceptive therapy. Obstet Gynecol 2006;108:734—6.
[63] Lemaitre L, Robert Y, Dubrulle F, Claudon M, Duhamel A, Dan-
jou P, et al. Renal angiomyolipoma: growth followed up with
CT and/or US. Radiology 1995;197:598—602.
[64] Johnson SR, Cordier JF, Lazor R, Cottin V, Costabel U, Harari S,
et al. European respiratory society guidelines for the diagnosis
and management of lymphangioleiomyomatosis. Eur Respir J
2010;35:14—26.
[65] Avila NA, Kelly JA, Chu SC, Dwyer AJ, Moss J. Lym-
phangioleiomyomatosis: abdominopelvic CT and US ﬁndings.
Radiology 2000;216:147—53.
[66] Castro M, Shepherd CW, Gomez MR, Lie JT, Ryu JH. Pulmonary
tuberous sclerosis. Chest 1995;107:189—95.
[67] Franz DN, Brody A, Meyer C, Leonard J, Chuck G, Dab-
ora S, et al. Mutational and radiographic analysis of
pulmonary disease consistent with lymphangioleiomyomato-
sis and micronodular pneumocyte hyperplasia in women
with tuberous sclerosis. Am J Respir Crit Care Med
2001;164:661—8.
[68] Costello LC, Hartman TE, Ryu JH. High frequency of pul-
monary lymphangioleiomyomatosis in women with tuberous
sclerosis complex. Mayo Clinic Proc 2000;75:591—4.
[69] Moss J, Avila NA, Barnes PM, Litzenberger RA, Bechtle
J, Brooks PG, et al. Prevalence and clinical characteris-
tics of lymphangioleiomyomatosis (LAM) in patients with
tuberous sclerosis complex. Am J Respir Crit Care Med
2001;164:669—71.
[70] Urban T, Lazor R, Lacronique J, Murris M, Labrune S, Valeyre
D, et al. Pulmonary lymphangioleiomyomatosis. A study of
69 patients. Groupe d’études et de recherche sur les maladies
« Orphelines » pulmonaires (GERM « O » P). Medicine (Balti-
more) 1999;78:321—37.
[71] Danforth TL, Lane BR, Novick AC. Conservative management
of giant symptomatic angiomyolipomas in patients with the
tuberous sclerosis complex. BJU Int 2007;100:794—7.
[72] Mourikis D, Chatziioannou A, Antoniou A, Kehagias D, Gikas
D, Vlahos L. Selective arterial embolization in the manage-
ment of symptomatic renal angiomyolipomas. Eur J Radiol
1999;32:153—9.
[73] Ramon J, Rimon U, Garniek A, Golan G, Bensaid P, Kitrey
ND, et al. Renal angiomyolipoma: long-term results following
selective arterial embolization. Eur Urol 2009;55:1155—61.
[74] Kothary N, Soulen MC, Clark TW, Wein AJ, Shlansky-Goldberg
RD, Crino PB, et al. Renal angiomyolipoma: long-term
results after arterial embolization. J Vasc Interv Radiol
2005;16:45—50.
[75] Dabbeche C, Chaker M, Chemali R, Perot V, El Hajj L, Ferriere
JM, et al. Role of embolization in renal angiomyolipomas. J
Radiol 2006;87:1859—67.
[76] Kennelly MJ, Grossman HB, Cho KJ. Outcome analysis of
42 cases of renal angiomyolipoma. J Urol 1994;152:1988—91.
[77] Chan CK, Yu S, Yip S, Lee P. The efﬁcacy, safety and durability
of selective renal arterial embolization in treating symp-
tomatic and asymptomatic renal angiomyolipoma. Urology
2011;77:642—8.
[78] Chang YH, Wang LJ, Chuang CK, Wong YC, Wu  CT, Hsieh ML.
The efﬁcacy and outcomes of urgent superselective transcat-
heter arterial embolization of patients with ruptured renal
angiomyolipomas. J Trauma 2007;62:1487—90.
[79] Incedayi M, Turba UC, Arslan B, Sabri SS, Saad WE, Mat-
sumoto AH, et al. Endovascular therapy for patients with
renal angiomyolipoma presenting with retroperitoneal hae-
morrhage. Eur J Vasc Endovasc Surg 2010;39:739—44.
[80] Lenton J, Kessel D, Watkinson AF. Embolization of renal
angiomyolipoma: immediate complications and long-term
outcomes. Clin Radiol 2008;63:864—70.O.  Rouvière  et  al.
[81] Lee SY, Hsu HH, Chen YC, Huang CC, Wong YC, Wang LJ,
et al. Embolization of renal angiomyolipomas: short-term and
long-term outcomes, complications, and tumor shrinkage.
Cardiovasc Intervent Radiol 2009;32:1171—8.
[82] Williams JM, Racadio JM, Johnson ND, Donnelly LF, Bissler
JJ. Embolization of renal angiomyolipomata in patients
with tuberous sclerosis complex. Am J Kidney Dis 2006;47:
95—102.
[83] Sooriakumaran P, Gibbs P, Coughlin G, Attard V, Elmslie F,
Kingswood C, et al. Angiomyolipomata: challenges, solutions,
and future prospects based on over 100 cases treated. BJU Int
2010;105:101—6.
[84] Oesterling JE, Fishman EK, Goldman SM, Marshall FF.
The management of renal angiomyolipoma. J Urol
1986;135:1121—4.
[85] Dickinson M, Ruckle H, Beaghler M, Hadley HR. Renal angiomy-
olipoma: optimal treatment based on size and symptoms. Clin
Nephrol 1998;49:281—6.
[86] Soulen MC, Faykus Jr MH, Shlansky-Goldberg RD, Wein AJ,
Cope C. Elective embolization for prevention of hemor-
rhage from renal angiomyolipomas. J Vasc Interv Radiol
1994;5:587—91.
[87] Halpenny D, Snow A, McNeill G, Torreggiani WC. The radiolog-
ical diagnosis and treatment of renal angiomyolipoma-current
status. Clin Radiol 2010;65:99—108.
[88] van Baal JG, Smits NJ, Keeman JN, Lindhout D, Verhoef S. The
evolution of renal angiomyolipomas in patients with tuberous
sclerosis. J Urol 1994;152:35—8.
[89] Villalta JD, Sorensen MD, Durack JC, Kerlan RK, Stoller
ML. Selective arterial embolization of angiomyolipomas: a
comparison of smaller and larger embolic agents. J Urol
2011;186:921—7.
[90] Yamakado K, Tanaka N, Nakagawa T, Kobayashi S, Yanagawa
M, Takeda K. Renal angiomyolipoma: relationships between
tumor size, aneurysm formation, and rupture. Radiology
2002;225:78—82.
[91] Rimon U, Duvdevani M, Garniek A, Golan G, Bensaid P, Ramon
J, et al. Large renal angiomyolipomas: digital subtraction
angiographic grading and presentation with bleeding. Clin
Radiol 2006;61:520—6.
[92] Yip SK, Tan PH, Cheng WS, Li MK, Foo KT. Surgical management
of angiomyolipoma: nephron-sparing surgery for symptomatic
tumour. Scand J Urol Nephrol 2000;34:32—5.
[93] Boorjian SA, Frank I, Inman B, Lohse CM, Cheville JC,
Leibovich BC, et al. The role of partial nephrectomy for
the management of sporadic renal angiomyolipoma. Urology
2007;70:1064—8.
[94] De Luca S, Terrone C, Rossetti SR. Management of renal
angiomyolipoma: a report of 53 cases. BJU Int 1999;83:215—8.
[95] Fazeli-Matin S, Novick AC. Nephron-sparing surgery for renal
angiomyolipoma. Urology 1998;52:577—83.
[96] Heidenreich A, Hegele A, Varga Z, von Knobloch R, Hofmann R.
Nephron-sparing surgery for renal angiomyolipoma. Eur Urol
2002;41:267—73.
[97] Chick CM, Tan BS, Cheng C, Taneja M, Lo R, Tan YH, et al.
Long-term follow-up of the treatment of renal angiomyolipo-
mas after selective arterial embolization with alcohol. BJU
Int 2009;105:390—4.
[98] Han YM, Kim JK, Roh BS, Song HY, Lee JM, Lee YH,
et al. Renal angiomyolipoma: selective arterial embolization–
effectiveness and changes in angiomyogenic components in
long-term follow-up. Radiology 1997;204:65—70.
[99] Bissler JJ, Racadio J, Donnelly LF, Johnson ND. Reduction of
post-embolization syndrome after ablation of renal angiomy-
olipoma. Am J Kidney Dis 2002;39:966—71.
[100] Khouatra C, Rouviere O, Chalabreysse L, Cottin V, Cordier JF.
Relapsing pneumothorax in a young woman, revealing lym-








[Kidney  damage  due  to  tuberous  sclerosis  complex:  Managem
[101] Takebayashi S, Horikawa A, Arai M, Iso S, Noguchi K. Transar-
terial ethanol ablation for sporadic and non-hemorrhaging
angiomyolipoma in the kidney. Eur J Radiol 2009;72:
139—45.
[102] Brown KT. Fatal pulmonary complications after arterial
embolization with 40—120- micro m tris-acryl gelatin micro-
spheres. J Vasc Interv Radiol 2004;15:197—200.
[103] Noguera JJ, Martinez-Cuesta A, Sangro B, Bilbao JI. Fatal
pulmonary embolism after embolization of a hepatocellular
carcinoma using microspheres. Radiologia 2008;50:248—50.
[104] Bonomo G, Pedicini V, Monfardini L, Della Vigna P, Poretti
D, Orgera G, et al. Bland embolization in patients with
unresectable hepatocellular carcinoma using precise, tightly
size-calibrated, anti-inﬂammatory microparticles: ﬁrst clini-
cal experience and one-year follow-up. Cardiovasc Intervent
Radiol 2009;33:552—9.
[105] Katsanos K, Sabharwal T, Ahmad F, Dourado R, Adam A. Onyx
embolization of sporadic angiomyolipoma. Cardiovasc Inter-
vent Radiol 2009;32:1291—5.
[106] Lewis EL, Palmer JM. Renal angiomyolipoma and massive
retroperitoneal hemorrhage during pregnancy. West J Med
1985;143:675—6.
[107] Cleary-Goldman J, Sanghvi AV, Nakhuda GS, Robinson JN.
Conservative management of pulmonary lymphangioleiomy-
omatosis and tuberous sclerosis complicated by renal
angiomyolipomas in pregnancy. J Matern Fetal Neonatal Med
2004;15:132—4.
[recommendations  237
108] Mitchell AL, Parisi MA, Sybert VP. Effects of pregnancy on the
renal and pulmonary manifestations in women with tuberous
sclerosis complex. Genet Med 2003;5:154—60.
109] Raft J, Lalot JM, Meistelman C, Longrois D. Renal angiomy-
olipoma rupture during pregnancy. Gynecol Obstet Fertil
2006;34:917—9.
110] Storm DW, Mowad JJ. Conservative management of a bleed-
ing renal angiomyolipoma in pregnancy. Obstet Gynecol
2006;107:490—2.
111] Morales JP, Georganas M, Khan MS, Dasgupta P, Reidy JF.
Embolization of a bleeding renal angiomyolipoma in preg-
nancy: case report and review. Cardiovasc Intervent Radiol
2005;28:265—8.
112] Mascarenhas R, McLaughlin P. Haemorrhage from angiomy-
olipoma of kidney during pregnancy: a diagnostic dilemma.
Ir Med J 2001;94:83—4.
113] Bissler JJ, McCormack FX, Young LR, Elwing JM, Chuck G,
Leonard JM, et al. Sirolimus for angiomyolipoma in tuberous
sclerosis complex or lymphangioleiomyomatosis. New Engl J
Med 2008;358:140—51.
114] Davies DM, de Vries PJ, Johnson SR, McCartney DL, Cox JA,
Serra AL, et al. Sirolimus therapy for angiomyolipoma in
tuberous sclerosis and sporadic lymphangioleiomyomatosis:
a phase 2 trial. Clin Cancer Res 2011;17:4071—81.
115] McCormack FX, Inoue Y, Moss J, Singer LG, Strange C, Nakata
K, et al. Efﬁcacy and safety of sirolimus in lymphangioleiomy-
omatosis. New Engl J Med 2011;364:1595—606.
